
Oakland County
Membership and Record Change Form

Blue Cross/Blue Shield Blue Choice (POS)

Blue Preferred Plan (PPO)

Health Alliance Plan (HAP)

Comprehensive Major Medical 
(CMM)

Blue Cross/BlueShield 
Vision

DeltaUSA Dental

Subscriber’s Last Name Subscriber’s First Name M.I. Date of Birth
/         /

PERSONAL INFORMATION:

SSN EMPLOYEE ID# Telephone:  Home  /  Work
/

Home Address Street City State Zip

REQUEST FOR MEMBERSHIP CHANGE

ADD Members to contract (additions)
Event Name (last, first) Event Date Date of 

Birth
SSN (Required) Sex HAP Physician Code

Marriage to

Birth of Child

Stepchild

Child by legal 
adoption 
Child by legal  
guardianship 
Principal support 
of child

Sponsored 
Dependent

Other

For any child named above, is there a court order saying which parent is responsible 
for providing health insurance?  If yes, attach a copy of the court order.

Yes

No Mother
FatherIf “YES”, 

which parent?

REMOVE members from contract (deletions). Please fill out “Supplemental Form”  for COBRA.

Event Name (last, first) Event Date SSN (Required) Sex

Divorce from

Death of 
Dependent
Dependent/ 
Misc
Other

Date of 
Birth

I CERTIFY THE ABOVE INFORMATION IS TRUE AND CORRECT TO MY KNOWLEDGE AND BELIEF.

Subscriber’s Signature Date
EMPLOYEE BENEFITS USE ONLY

Effective Date _________________ Group/Suffix: ____________

Check here 
if new 
address

Group Authorization Signature ___________________________________

Act/Rsn ____

DPDT ____

Mbr Chg ____

DE ______

REQUEST FOR RECORD CHANGE

ADDITIONAL INFORMATION:

CHANGE OF NAME:
Last First MI

D:/$Data/freelance/membership change rev 6/07.ppt

Active Employee
Retiree

Check applicable box:

Your name as it appears on 
your social security card:

Employee Benefits Unit Use Only



INSTRUCTIONS

THIS FORM SHOULD BE COMPL ETED TO REPORT ALL MEMB ERSHIP AND RECORD CHANGES TO THE EMPLOYEE
BENEFITS UNIT.  THIS FORM MUST BE SIGNED AND DATED WITHIN 30 DAYS OF THE EVENT. 

REQUEST FOR MEMBERSHIP CHANGE

ADD MEMBERS TO CONTRACT::

M ARRIAGE YOU MAY COM PLETE TH IS FOR M UP TO 30 DAYS BEFOR E OR 30 D AYS AFTER  THE MAR RIAGE. 
COVER AGE WILL BE EFF ECT IVE AS OF  THE DATE OF  THE MAR RIAGE.

BIR TH  OF  C HILD REPOR T WITH IN  30 D AYS OF  THE BIR TH  D ATE.

ST EPCHILD YOU MAY COM PLETE TH IS FOR M UP TO 30 DAYS BEFOR E OR 30 D AYS AFTER  THE MAR RIAGE. 
CH ILD REN  M UST R ESID E WITH  YOU  AN D BE C LAIMED  AS DEPEN DEN TS.

CH ILD  BY LEGAL ADOPTION REPOR T WITH IN  30 D AYS OF  THE DATE OF  PET IT ION  OR DATE C HILD TAKES UP R ESID ENC E,
WH IC HEVER  IS LATER.

CH ILD  BY LEGAL
GUAR DIANSH IP/WAR D

SAM E AS LEGAL ADOPTION.

PRINC IPAL SUPPOR T OF  C HILD DO NOT  C ONF USE WIT H TH E SU PPORT  OF  STEPCH ILDR EN.  TH IS CAT EGORY INC LUD ES
DEPEN DEN TS SUC H AS GR ANDD AUGH TER , NEPH EW, ETC.  GIVE THE DAT E SU PPORT BEGAN. 
UN LESS OTHER WISE SPEC IF IED, T HE CH ILD'S EFFECTIVE DATE WILL BE NO EARLIER TH AN 90
DAYS AFT ER SUPPOR T FOR  6 MONTHS HAS BEEN ESTABLISHED .

OTH ER USE TH IS AREA FOR  R EQUEST ING TH E AD DITION OF  AN Y OTHER  ELIGIBLE D EPEND ENT N OT
LIST ED ABOVE T HEN  C OMPLETE THE " ADD IT IONAL IN FOR MAT ION " SEC TION DESC RIBED  BELO W
AND  INC LUD E SU PPOR TING DOC UM ENTATION.

SPONSOR ED DEPEN DEN T YOU MAY COM PLETE TH IS FOR M UP TO 30 DAYS BEFOR E T HE EFFECTIVE D ATE.

REMOVE MEMBERS FROM CONTRACT:

DEATH OF DEPEN DEN T GIVE TH E N AME OF TH E D ECEASED  DEPEN DEN T AND  D ATE OF DEATH.

DIVORC E FROM GIVE TH E N AME OF TH E D IVORC ED SPOUSE AND  D ATE OF  D IVOR CE.  UN DER "AD DITION AL
IN FOR MATION " IND IC ATE IF  C OVERAGE F OR TH E C HILD(REN ) IS T O BE CONTIN UED  ON  T HE
SUBSC RIBER'S C ONTRAC T OR ON A CON TR ACT ISSUED  T O THE D IVOR CED  SPOU SE.  BE SU RE TO
IN CLU DE TH E SOC IAL SEC UR IT Y N UM BER AND  ADD RESS OF TH E D IVOR CED SPOUSE ON TH E
“SUPPLEM ENT AL” FORM .

DEPEN DEN T/MISC USE TH IS FOR  D EPEND ENTS WHO GET  M ARR IED , OBTAIN OTHER  C OVERAGE, NO LONGER  M EET
ELIGIBILITY REQUIREM ENT S, ETC .  PLEASE COM PLET E “SU PPLEMEN TAL” FOR M.

OTH ER USE TH IS AREA FOR  R EQUEST ING TH E D ELETION OF  AN Y OTHER  D EPEND ENT N OT C OVERED
ABOVE THEN  C OMPLETE T HE "ADD IT ION AL IN FOR MATION " SEC TION DESC RIBED BELO W.

 REQUEST FOR RECORD CHANGE

CH ANGE OF NAM E ENT ER TH E N EW NAM E, TH E FORM ER NAM E SHOU LD BE EN TER ED ON  THE TOP LIN E OF  T HE
FOR M.

ADD IT ION AL INFORM ATION USE TH IS SPACE TO IN CLUD E THE NAM ES, ADD RESSES, SOCIAL SEC UR IT Y N UM BERS AND OTH ER
IN FOR MATION  SPEC IF IC ALLY REQU ESTED  U ND ER OT HER  AR EAS OF  THIS SEC TION.

REV. 06/01 - WP\wpdocs\for ms\me mshpbk.WPD

THIS FORM SHOULD BE COMPL ETED TO REPORT ALL MEMB ERSHIP AND RECORD CHANGES TO THE EMPLOYEE
BENEFITS UNIT.  THIS FORM MUST BE SIGNED AND DATED WITHIN 30 DAYS OF THE EVENT. 

REQUEST FOR MEMBERSHIP CHANGE

OTH ER
ABOVE THEN  C OMPLETE T HE "ADD IT ION AL IN FOR MATION " SEC TION DESC RIBED BELO W.

 REQUEST FOR RECORD CHANGE
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